Burnout has been defined as a job-induced syndrome combining emotional exhaustion, depersonalization/cynicism, and a sense of reduced personal accomplishment. In this article, we expand on past analyses of burnout by reviewing key, yet overlooked, problems affecting the construct. We concomitantly examine the implications of these problems for the overall validity of burnout research. Our work shows that burnout research is undermined by 4 main problems. First, what constitutes a case of burnout is unclear. Second, the basic conceptualization and operationalization of burnout are ill aligned. Third, burnout is unlikely to be the specifically job-induced syndrome it has been posited to be. Fourth, the discriminant validity of the burnout construct is unsatisfactory. These fundamental problems, disregarded for decades, render burnout research inconclusive. This state of affairs (a) bears on researchers' and practitioners' ability to monitor and protect workers' health and (b) prevents public health policymakers from producing authoritative recommendations. The burnout construct thus appears to not well serve the goal of promoting occupational health. The depression construct may offer occupational health specialists a way out of the "burnout impasse." Depression is diagnosable. Like burnout, depression can be studied dimensionally (i.e., as a process) and examined from both an individual and a social standpoint. Methods for investigating the etiological link between depressive symptoms and disorders and job stress are available.
First described in psychology in the 1970s (Freudenberger, 1974; Maslach, 1976) , burnout has since been commonly regarded as a job-induced syndrome involving emotional exhaustion, depersonalization/cynicism, and a sense of reduced personal accomplishment (Maslach, Schaufeli, & Leiter, 2001; Schaufeli & Enzmann, 1998) . Of the three components of burnout, (emotional) exhaustion has been considered the core of the syndrome (Schaufeli, 2017) . Maslach et al. (2001) underlined that "exhaustion is the central quality of burnout and the most obvious manifestation of this complex syndrome" and that it is "the most widely reported and the most thoroughly analyzed" (pp. 402-403) component of burnout syndrome (see also Cox, Tisserand, & Taris, 2005; Schaufeli, 2017) . Maslach and Leiter (2010) indicated, in a recent review of burnout research, that "exhaustion is . . . more predictive of stress-related health outcomes than the other two components [of burnout]" (p. 726).
The three dimensions of burnout come from, and are assessed with, the Maslach Burnout Inventory (MBI), a self-administered questionnaire introduced in the early 1980s (Maslach & Jackson, 1981; Maslach et al., 2001 ). The MBI was designed based on data collected through exploratory interviews, case studies, field observations, and personal experiences during the early phases of burnout research (Leiter & Maslach, 2016; Schaufeli & Enzmann, 1998) . Although its development was neither clinically grounded nor theory driven, the MBI has been, by far, the most widely used measure of burnout (Schaufeli & Enzmann, 1998; Schaufeli, Leiter, & Maslach, 2009; Shirom, 2005) . The MBI has critically influenced the growth of the entire field of burnout research (Bianchi, Schonfeld, & Laurent, 2015b) .
Today, burnout is a well-implanted construct in occupational health research. As we are writing these lines, the keyword burnout generates about 12,000 hits in search engines such as PsycINFO and PubMed. The keen interest in burnout, however, has coexisted with persistent difficulties in characterizing the phenomenon. Thus, more than 30 years after the emergence of the burnout construct, Shirom (2005) invited burnout researchers to "begin with a clear definition of the construct of burnout" (p. 268). Contemporaneously, Cox et al. (2005) regretted that burnout researchers still had to deal with basic definitional and measurement issues regarding their entity of interest: ". . . despite the large number of scientific papers published on burnout, we have not yet convincingly answered many of the long-standing questions. This must be a concern to all occupational health psychologists" (p. 189).
In this article, we review major, yet overlooked, problems affecting the burnout construct and examine how these problems bear on the overall validity of burnout research. More specifically, we address the questions of (a) the diagnosis and prevalence of the burnout syndrome, (b) the consistency of the conceptualization and operationalization of the burnout construct, (c) the etiology of the burnout syndrome, and (d) the discriminant validity of the burnout construct. Our analysis of burnout research leads us to envisage two interrelated paths to action for more effectively dealing with the issue of unresolvable job stress: (a) shifting the focus of occupational health research from burnout to job-related depression and (b) reinforcing initiatives aimed at reducing depressionrelated stigma.
The Problem of Diagnosis and Prevalence of Burnout
Although some authors have claimed that burnout has reached epidemic levels, for instance among physicians (West, Dyrbye, Erwin, & Shanafelt, 2016) , it has been observed that the prevalence of burnout cannot be estimated for the basic reason that burnout is not diagnosable (Bianchi, Schonfeld, & Laurent, 2015a; Bianchi, Schonfeld, Vandel, & Laurent, 2017; Doulougeri, Georganta, & Montgomery, 2016) . Indeed, notwithstanding decades of sustained research, and the supposed ubiquity of the syndrome, there has been thus far no clear and consensual specification of (a) the symptoms to be considered in clinical assessments of burnout, (b) the minimal required duration and frequency of these symptoms, (c) the expected impact of the exhibited symptoms on the patient's (work) life, or (d) differential diagnosis procedures. As underscored in past research, the published estimates of prevalence of burnout have relied on heterogeneous criteria that were neither clinically nor theoretically founded (Bianchi, 2015; Bianchi, Schonfeld, & Laurent, 2017d; Schears, 2017) . Contemporary studies of medical professionals illustrate the malleability of prevalence estimates for burnout. For instance, Garrouste-Orgeas et al. (2015) found that, depending on how burnout was defined, the prevalence of burnout in a sample of intensive care unit professionals varied from 3% to 40%. Likewise, in a study of U.S. general surgery trainees (Elmore, Jeffe, Jin, Awad, & Turnbull, 2016) , burnout was found to have a prevalence of either 10% or 69% depending on the retained definition. Balon (2017) summarized the current situation in the following terms: "Numerous studies keep showing ever-increasing rates [of burnout] without any substantial debate about what these numbers mean and how we should interpret them" (p. 82).
A common practice in burnout research consisted of using the cutoff scores presented in the MBI manual (Maslach, Jackson, & Leiter, 1996) as identifiers of "cases" of burnout. These cutoff scores, however, reflect mere descriptive statistics-a tercile-based split-and were not intended to be used for the purpose of arriving at a diagnosis (Maslach et al., 1996) . As put by Schaufeli et al. (2009), . . . such cutoffs are based on frequency distributions and therefore do not refer to an external criterion. For example, a score at the 70th percentile on exhaustion is relatively high, but it may not be associated with subjective distress, health disorders, or poor performance. (p. 212) A related problem is that a tercile-based split is sample dependent. Consequently, falling in the third tercile may not mean the same thing at all as a function of the distribution of interest (Lehr, Koch, & Hillert, 2010) .
The use of arbitrary identification criteria in burnout research carries the triple risk of (a) pathologizing ordinary fluctuations in daily levels of stress, fatigue, or motivation; (b) undermining the identification of respondents who may, indeed, need help by drowning them in a sea of heterogeneous health conditions; and (c) trapping investigators in endless speculations regarding the widespreadness of the burnout syndrome. In effect, the reliance on categorization criteria that have no clinical or theoretical foundation allows virtually any conclusion to be reached-from the most reassuring to the most alarming-regarding the health status of surveyed workers (Bianchi et al., 2015a) . Because any conclusion is synonymous with no conclusion, the recommendations for organizational/institutional changes derived from the findings of burnout research (Epstein & Privitera, 2016) can be easily challenged by anyone willing to reject them (Bianchi, Schonfeld, & Laurent, 2016b , 2017d . The use of arbitrary identification criteria in burnout research thus impedes public health action (Bianchi, Schonfeld, & Laurent, 2016a) .
Conceptual and Operational Inconsistencies and Ambiguities
A close examination of the literature dedicated to burnout reveals that the absence of a nosological characterization of burnout is only the tip of the iceberg. The basic conceptualization and operationalization of burnout are themselves unclear (Kristensen, Borritz, Villadsen, & Christensen, 2005) . Burnout has been assumed to be a three-component syndrome combining emotional exhaustion, depersonalization, and reduced personal accomplishment (Maslach et al., 1996; Schaufeli & Enzmann, 1998) . However, in contravention of this assumption, it has been formally recommended that the three components of burnout be examined individually. Maslach et al. (1996) thus wrote in the manual of the MBI: ". . . the scores for each subscale are considered separately and are not combined into a single, total score. Thus, three scores are computed for each respondent" (p. 5). This recommendation has led many burnout researchers to regard individuals as "burned out" on the basis of their reaching a threshold score on only one of the three subscales of the MBI (Elmore et al., 2016; Shanafelt et al., 2015) . Such research practices have been questioned because they imply that individuals who suffer only from emotional exhaustion, only from depersonalization, or only from reduced personal accomplishment will be considered as suffering from the same condition, namely, "burnout," though they present with symptom profiles that are, by definition, different and potentially call for different management strategies (Brisson & Bianchi, 2017) . Such research practices are also inconsistent with Maslach et al.'s (2001) observation that "exhaustion is a necessary criterion for burnout" (p. 403) as well as with the supposed coexistence of emotional exhaustion and depersonalization in full-blown burnout (Maslach & Leiter, 2008) .
It is worth dwelling on depersonalization for a moment. In effect, the spotlighting of this component of burnout in certain areas of burnout research (Orton, Orton, & Pereira Gray, 2012) may be partly misleading. The flourishing area of physician burnout research is particularly relevant in this respect. Affirmative responses to items of the MBI Depersonalization subscale such as This document is copyrighted by the American Psychological Association or one of its allied publishers.
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"I've become more callous toward people since I took this job" may be indicative of distance-based coping strategies that are normal in medical settings, rather than symptomatic of a pathogenic form of cynicism. Physicians need to establish and maintain a balance between distance and empathy to be effective while protecting themselves from potential stressors that their job entails. Thus, some degree of distance is not necessarily reflective of an indifferent, careless form of cynicism and does not necessarily constitute a threat to either physicians' or patients' health. As noted by Rose, Duschinsky, and Macnaughton (2017) , "tempered cynicism can protect the inner core of care and good practice" (p. 693). This kind of tempered cynicism (e.g., educational desensitization) is seen as protective in other health professionals such as emergency medical technicians, who often encounter gruesome injuries in the course of their job (Palmer, 1983) . The ambiguity of the depersonalization component of burnout may account, for instance, for findings of Orton et al. (2012) that depersonalization was not associated with poorer patient ratings of doctors' interpersonal skills or a reduction in the patient centeredness during consultations.
The Depersonalization subscale of the MBI involves other forms of ambiguity. Here too, the research dedicated to physician burnout can be usefully mobilized. For instance, an item such as "I feel patients blame me for some of their problems" may not always implicate depersonalization. An affirmative response to such an item may reflect an accurate judgment. Physicians who were indeed blamed for some of their patients' problems may accurately report that they were. Physicians are sometimes blamed for some of their patients' problems (either justifiably or unjustifiably); this is an observed fact. Given that the Depersonalization subscale of the MBI contains only five items, ambiguity in even one item is likely to significantly bear on (a) the subscale's internal consistency and (b) how the physician's responses can be interpreted. As suggested by Schaufeli and Enzmann (1998) , "the occasional low internal consistencies for depersonalisation are not only due to the small number of items, as is usually assumed, but may also reflect conceptual problems" (p. 51). The shortcomings attached to the Depersonalization subscale of the MBI may partly explain why Taris (2006) , in a meta-analysis of 16 studies, did not find conclusive evidence that depersonalization is negatively associated with objective performance on the job. In the next section, we turn to the issue of the link between work stress and burnout.
The Unclear Etiology of Burnout
Often taken for granted, the link between work stress and burnout has itself been shown to be open to question (Hakanen & Bakker, 2017) . Although burnout has been conceived of as a job-induced syndrome, the most widely used measure of burnout, the MBI (Maslach et al., 1996) , actually provides limited information on the etiology of the symptoms it is intended to assess. MBI items such as "I feel like I'm at the end of my rope" or "I feel very energetic" are generic in nature. Moreover, it should be underscored that an individual can feel stressed (out) at work for reasons that are not initially or primarily related to his or her job (e.g., conjugal or familial problems). Thus, the exact involvement of work in the emergence of symptoms self-reported through the MBI is difficult to estimate. The blur surrounding the etiology of the symptoms assessed by the MBI may partly account for the difficulties in designing effective interventions to (a) alleviate burnout symptoms and (b) support the return to work of individuals on sick leave (Ahola, Toppinen-Tanner, & Seppänen, 2017; Dreison et al., 2016; Maricuţoiu, Sava, & Butta, 2016; Panagioti et al., 2017) . Interventions focusing exclusively on work may not be sufficient if the individual's symptoms originate in personal (i.e., job-unrelated) problems. Research examining the variance in MBI scores respectively explained by work and nonwork stressors would be needed to clarify the question. Hakanen and Bakker (2017) argued that the ignorance of nonwork factors in burnout research has prevented us from determining what kind of ill-being and suffering is assessed by burnout measures. Interestingly, these authors cited the results of an interview-based study (published in Finnish), suggesting that individuals with relatively high levels of burnout symptoms typically have problems both at work and at home. Similar results were obtained in another qualitative study, conducted in South Africa, in which the authors found that burnout is a multidomain phenomenon (Gauche, de Beer, & Brink, 2017) . In a recent study carried out in Switzerland and involving 468 health professionals, only 44% of the participants with burnout symptoms considered their job to be the main cause of these symptoms (Bianchi & Brisson, in press) . Taken together, these observations suggest that recommendations for work-centered interventions cannot be straightforwardly derived from data collected with burnout measures. The problem raised here is of great concern given that the utility of burnout has been, to a considerable extent, linked to the ability of the construct to specifically capture work-induced ill-being and suffering (Maslach et al., 2001; Shirom, 2005) .
The Burnout Construct's Lack of Discriminant Validity
To be considered valid, a construct needs to show convergent and discriminant validity, both conceptually and empirically (Campbell & Fiske, 1959; Cronbach & Meehl, 1955; Le, Schmidt, Harter, & Lauver, 2010) . Although there is evidence of the convergent validity of the burnout construct (Halbesleben & Demerouti, 2005; Qiao & Schaufeli, 2011; Winwood & Winefield, 2004) , the discriminant validity of the burnout construct has been found to be unsatisfactory, most notably with respect to depression.
Conceptual Examination of the Burnout Construct's Discriminant Validity
As previously mentioned, burnout has been commonly viewed as a combination of emotional exhaustion, depersonalization/cynicism, and diminished personal accomplishment (Maslach et al., 2001) . The question of whether the components of burnout refer to depressive symptoms under nonmedical labels has raised growing concerns in recent years (Bianchi, Schonfeld, & Laurent, 2017a , 2017c Schonfeld, Laurent, & Bianchi, 2017) .
Emotional exhaustion, the main component of burnout, is assessed with items such as "I feel fatigued when I get up in the morning and have to face another day on the job" and "I feel like I'm at the end of my rope" (Maslach et al., 1996) . Such items are indicative of fatigue/loss of energy, depressed mood, and possibly sleep disturbance, three diagnostic criteria for major depressive disorder (American Psychiatric Association, 2013) . Interestingly, This document is copyrighted by the American Psychological Association or one of its allied publishers.
the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) mentions that fatigue is often the presenting complaint in depressed individuals (American Psychiatric Association, 2013). Depersonalization/cynicism has sometimes been thought to constitute a clearly distinguishing feature of burnout. However, items such as "I have become less interested in my work since I started this job" or "I don't really care what happens to some recipients" (Maslach et al., 1996) actually refer to symptoms that are commonly found in depression, namely, loss of emotional involvement, withdrawal, and loss of interest (American Psychiatric Association, 2013; Beck & Alford, 2009 ). Loss of enjoyment in activities that were previously considered pleasurable and "not caring anymore" are well-known characteristics of depression (American Psychiatric Association, 2013, p. 163) . Depersonalization/cynicism also involves irritability, as illustrated by the MBIGeneral Survey item "I just want to do my job and not be bothered" (Maslach et al., 1996) . The DSM-5 stipulates (American Psychiatric Association, 2013) that "many [depressed] individuals report or exhibit increased irritability (e.g., persistent anger, a tendency to respond to events with angry outbursts or blaming others, an exaggerated sense of frustration over minor matters)" (p. 163). Judd, Schettler, Coryell, Akiskal, and Fiedorowicz (2013) even found that irritability/anger during major depressive episodes was a clinical marker of a more severe, chronic, and complex depressive illness. In depression, irritability often masks sadness, especially in younger and male individuals (American Psychiatric Association, 2013; Martin, Neighbors, & Griffith, 2013) . Consistent with this finding, men have been repeatedly found to show higher levels of depersonalization/cynicism than women (Maslach et al., 2001) .
Diminished personal accomplishment, the third component of burnout, refers to negative self-evaluation and feelings of failure in the job (Maslach et al., 1996) . Again, such feelings are symptomatic of depression. Feelings of worthlessness constitute a diagnostic criterion of major depressive disorder (American Psychiatric Association, 2013). Low self-esteem and the belief that one is unable to deal with the adversity encountered (at work or elsewhere) are hallmarks of depression (Beck & Alford, 2009) .
That the three components of burnout are reflective of depressive symptoms raises a concern regarding the discriminant validity of the burnout construct vis-à-vis the depression construct. The definitional overlap between burnout and depressive symptoms may reflect the jangle fallacy, "the assumption that two constructs are dissimilar simply because they have different names" (Fogarty & Perera, 2016, pp. 422-423) . This phenomenon, widespread in psychology, is likely to occur when a "new" construct is introduced in the literature without a careful examination of, and contextualization within, the related preexisting literature (see Fogarty & Perera, 2016 ; see also Le et al., 2010) . Interestingly, the initial publications on burnout (Freudenberger, 1974; Maslach, 1976) did not include any comprehensive review of the literature dedicated to already-described stress-related conditions such as depressive conditions.
Another source of concern regarding the distinctiveness of burnout has been attributed to the (presumed) etiology of the syndrome. In effect, unresolvable stress, which is thought to play a causative role in the development of burnout (Maslach et al., 2001; Shirom, 2005) , is known to be central in the etiology of depression (Ilardi, 2009; McEwen, 2004; Pizzagalli, 2014; Pryce et al., 2011; Willner, Scheel-Krüger, & Belzung, 2013) . There is a strong evidence base, from research conducted in psychiatry, behavioral psychology, and neurobiology, that depressive symptoms constitute basic responses to unresolvable stress (either job related or not) in individuals with no noticeable susceptibility to depression (Willner et al., 2013 ; see also Breier et al., 1987; Laborit, 1986; Nesse, 2000; Seligman, 1975) .
Occupational adversity has been specifically identified as a predictor of depressive symptoms and disorders in numerous studies (Melchior et al., 2007; Niedhammer, Malard, & Chastang, 2015; Schonfeld, 2001; Wang, Patten, Currie, Sareen, & Schmitz, 2012) . In a recent survey involving 3,021 medical interns (Fried, Nesse, Guille, & Sen, 2015) , all nine symptoms of major depression (American Psychiatric Association, 2013) were found to increase-on average by 173%-in response to the stress of medical internship over a period of about 1 year. As underlined by Pizzagalli (2014) , although severe stressors have been generally linked to increased risk of depression, chronic stressors and events characterized by perceived (a) lack of control, (b) inability to escape or resolve the aversive situation (e.g., entrapment), or (c) loss of status (e.g., humiliation) appear to be particularly depressogenic. (p. 406) Such depressogenic factors are at stake in the occupational sphere and have all been thought to contribute to burnout under one form or another (Maslach et al., 2001; Schaufeli & Enzmann, 1998) .
From a conceptual standpoint, the discriminant validity of the burnout construct is thus unclear. Not only the symptoms defining burnout but also the etiology imputed to the syndrome is evocative of depression. Despite these similarities, objections to the idea that burnout is a depressive condition have been recurrently raised by some of the main contributors to the development of the burnout construct. Given their considerable influence in the field of burnout research, the five arguments raised by Maslach et al. (2001) call for discussion. Do these five justifications of the burnout-depression distinction stand up to scrutiny? In our estimation, the answer to this question is negative.
First, the claim that burnout differs from depression in that burnout predominantly involves dysphoric symptoms is not admissible given that dysphoria is an integral part of depressive symptomatology (Beck & Alford, 2009; Sapolsky, 2004) . According to the DSM-5, dysphoria (or dysphoric mood) refers to "a condition in which a person experiences intense feelings of depression, discontent, and in some cases indifference to the world around them" (American Psychiatric Association, 2013, p. 821) . DysphoThis document is copyrighted by the American Psychological Association or one of its allied publishers.
ria is typically assessed with depressive symptom scales (Bradley, Mogg, & Lee, 1997; Caseras, Garner, Bradley, & Mogg, 2007; Strack & Coyne, 1983) . The term dysphoria is in fact commonly used in studies in which (a) depressive symptoms are assessed with self-report measures rather than structured clinical interviews and (b) the investigator wants to refer to subclinical, in contrast with clinical, depression (Gotlib, Yue, & Joormann, 2005; Martin, Blum, Beach, & Roman, 1996; Matheson & Anisman, 2003; Roberts, Gilboa, & Gotlib, 1998) . Moreover, Maslach et al. (2001) explicitly mentioned that the predominance of depression in burnout is a characteristic that distinguishes burnout from depression. This statement is self-contradictory and, therefore, self-invalidating. Second, the mental and behavioral manifestations of depression have been studied in detail for decades (Beck & Alford, 2009) . As an illustration, behavioral activation method and cognitivebehavioral therapy count among the most widely used and effective treatments for depression (Cuijpers, van Straten, & Warmerdam, 2007; Richards et al., 2016) . The idea that the emphasis in depression research would be placed on so-called physical symptoms overstates the case.
Third, the claim that burnout differs from depression in that burnout is work related is problematic because of the following reasons: (a) depression can also be work related, (b) the workrelated character of a syndrome is not nosologically discriminant per se-a work-related depression remains a depression, and (c) the idea that the burnout phenomenon is restricted to work is logically specious-there is no reason to think that emotional exhaustion, depersonalization, and loss of personal accomplishment could not be elicited by nonoccupational factors or develop in nonoccupational contexts (Bianchi, Schonfeld, & Laurent, 2015d; Bianchi, Truchot, Laurent, Brisson, & Schonfeld, 2014; Hallsten, Josephson, & Torgén, 2005; Kristensen et al., 2005; Pines, 1987) .
Fourth, the assumption that burnout symptoms manifest themselves in "normal" persons who did not suffer from psychopathology before has been shown to be misleading. Antecedents of mood and anxiety disorders, for instance, have been linked to burnout in several studies (Bianchi, Schonfeld, & Laurent, 2014; Rössler, Hengartner, Ajdacic-Gross, & Angst, 2015; Schonfeld & Bianchi, 2016) . Moreover, although past psychopathology is a risk factor for future psychopathology, an individual can experience a depressive episode at some point in his or her life without having a history of psychopathology (Dohrenwend, 1979) .
Fifth, there is no reason to consider that decreased effectiveness and impaired work performance could not occur because of negative attitudes and behaviors in depression just as in burnout. An individual with a job-induced depressive condition may show decreased effectiveness and impaired work performance because he or she has developed negative attitudes and behaviors based on his or her stressful experiences in the job (Beck & Alford, 2009). 1 In sum, the five arguments formulated by Maslach et al. (2001) do not justify a distinction between burnout and depression. Paradoxically, these arguments, most notably the "dysphoria argument," turn against the assumption they were supposed to support when closely examined.
Empirical Examination of the Burnout Construct's Discriminant Validity
Associations between burnout and depressive symptoms. Burnout has been associated with all "classical" symptoms of depression, including the most emblematic and severe, such as depressed mood, anhedonia, and suicidal ideation (Bianchi et al., 2014; Schonfeld & Bianchi, 2016) . Burnout and depressive symptoms have been observed to cluster together and increase or decrease commensurately over time (Ahola, Hakanen, Perhoniemi, & Mutanen, 2014; Bianchi, Schonfeld, & Laurent, 2015c) . Bianchi et al. (2014) found that 90% of the individuals experiencing burnout symptoms at least a few times a week (as assessed by the MBI) met criteria for a provisional diagnosis of depression (as established by the 9-item depression module of the Patient Health Questionnaire [PHQ-9]; Kroenke & Spitzer, 2002) . In numerous studies (for a review, see Bianchi et al., 2015b) , emotional exhaustion-the core of burnout-has been observed to be more strongly associated with "classical" depressive symptoms than with the two other definitional dimensions of burnout (depersonalization/cynicism and reduced personal accomplishment). Bearing in mind that a syndrome refers to a constellation of concomitant symptoms (Shirom, 2005) , this recurrent finding tends to suggest that "classical" depressive symptoms constitute the heart of burnout (see also Hallsten et al., 2005) . The empirical overlap of burnout and depressive symptoms is consistent with the fact that burnout is often treated as a depressive syndrome in clinical practice. In a study of 3,276 Finnish employees, Ahola et al. (2007) found that antidepressant prescriptions were about 14 times more common among individuals with so-called severe burnout 2 than among individuals with no noticeable symptoms of burnout, adjusting for gender, age, marital status, and occupational grade.
Evidence from factor analytic research. The view that burnout is distinct from depression has strongly relied on the finding that burnout and depression loaded on different factors when self-reported measures of burnout and depression were submitted to factor analyses (Maslach et al., 2001) . Thus, in one of the most influential studies in this research area, Leiter and Durup (1994) concluded that burnout and depression were best modeled as two second-order factors-while acknowledging the strong correlation (.72) between these factors. The study, however, had important limitations, such as the poor fit of the constructed models or the assessment of burnout and depressive symptoms within different time windows-1 year for burnout symptoms versus (at most) 2 weeks for depressive symptoms.
In a recent study that aimed at overcoming the limitations of past factor analytic studies of burnout and depression measures by using more sophisticated modeling techniques (Kim & Eaton, 2015; Marsh, Morin, Parker, & Kaur, 2014) , Schonfeld, Verkuilen, and Bianchi (2017) assessed burnout with the MBI, and depression with both the PHQ-9 and the 10-item version of the Center for Epidemiologic Studies Depression Scale. The study involved 734 1 This being mentioned, it is theoretically likely that the relationships between decreased effectiveness and impaired work performance and negative attitudes and behaviors are causally circular and imply reciprocal effects.
2 In Ahola et al.'s (2007) study, "severe burnout" was defined by a cutoff score of 3.5/6.0 on a the MBI-General Survey. This document is copyrighted by the American Psychological Association or one of its allied publishers.
participants. The results of an exploratory structural equation modeling factor analysis indicated that the items of (a) the MBI's Emotional Exhaustion subscale, (b) the PHQ-9, and (c) the Center for Epidemiologic Studies Depression Scale substantially loaded on the first factor-the factor that explained most of the variance.
3
In another look at the same data, a confirmatory factor analysis that controlled for measurement error and (potential) item overlap revealed a high correlation (.85) between latent depression and latent emotional exhaustion, suggesting that the two dimensions were reflective of the same underlying construct. The factor analytic evidence thus indicates that the "central quality of burnout" (Maslach et al., 2001, p. 402) , emotional exhaustion, is reflective of depression when depression is treated as a dimensional variable. Biological investigation of the burnout-depression distinction. Biological research has been used with the intention of finding out whether and how burnout differed from depression. A variety of stress-influenced variables have been examined, such as heart rate variability, brain-derived neurotrophic factor, and hippocampal volume (Orosz et al., 2017) . No consistent evidence of the distinctiveness of burnout has emerged from this area of research, a state of affairs largely imputed to the methodological heterogeneity of the conducted studies (Danhof-Pont, van Veen, & Zitman, 2011) .
Beyond the question of the specificities or limitations of one study or another, it is crucial to note that biological research on burnout-depression overlap has been rendered fundamentally inconclusive by the nonconsideration of depression subtypes in the conducted studies.
4 Considering depression subtypes is indispensable in biological research on burnout and depression because different depression subtypes, such as depression with melancholic features and depression with atypical features, have been linked to opposite autonomic (e.g., increased vs. decreased sympathetic activity), endocrine (e.g., hyper-vs. hypocortisolism), and immune profiles (Gold & Chrousos, 2002; Lamers et al., 2013) .
Conclusion on the Discriminant Validity of the Burnout Construct
All in all, it seems fair to conclude that the discriminant validity of the burnout construct is not satisfactory. Conceptual and empirical examinations converge to suggest that the symptoms and etiology of burnout overlap with the symptoms and etiology of depression. On this basis, and in light of the other major problems undermining the burnout construct, the question of whether occupational health specialists should shift their focus from burnout to job-related depression can be asked. In contrast to burnout, depression, in its various forms (e.g., persistent depressive disorder and major depressive disorder; American Psychiatric Association, 2013), is diagnosable. Therefore, the prevalence of depression can be estimated. Epidemiological evidence can inform public health decision-makers and help them establish action priorities in a context of limited interventional resources. Like burnout, depression can be examined from both an individual and a social standpoint (Bianchi, Schonfeld, & Laurent, 2017b; Brown & Harris, 1978; Gilbert, 2006) and studied dimensionally (i.e., as a process)-as empirically evidenced by recent taxometric research (Haslam, Holland, & Kuppens, 2012; Liu, 2016; Prisciandaro & Tolliver, 2015) . Burnout has been conceived of as a job-induced syndrome. Methods for investigating the etiological link between job stress and depressive symptoms and disorders are available (Bianchi, Schonfeld, Vandel, et al., 2017) . Finally, measures of depression (e.g., the PHQ-9 or the Beck Depression Inventory-II) offer access to urgency indicators of workers' suffering such as suicidal ideation. These key indicators are neglected by measures of burnout.
Addressing the Issue of Illness Stigma
Before closing this article, we briefly turn to the issue of illness stigma, an issue that has been raised in the debate regarding the use of the burnout and depression constructs. This issue is particularly worth considering when envisaging a shift in focus from burnout to job-related depression. In clinical practice, burnout has sometimes been regarded as a helpful euphemism for depression, allowing for a less stigmatizing labeling of depressed patients. Although the question of whether burnout is a less stigmatizing label than depression has not been conclusively answered yet (Bianchi, Verkuilen, Brisson, Schonfeld, & Laurent, 2016) , a problem attached to depression is indeed stigma-an obstacle to help seeking (Boerema et al., 2016; Center et al., 2003; Gold, Andrew, Goldman, & Schwenk, 2016) . Contextual models of stigma reduction for depression, by emphasizing the role of complicated life stressors (e.g., occupational stressors) in the development of depression, offer promising solutions for encouraging depressed individuals to seek help (Rusch, Kanter, & Brondino, 2009) . Interestingly, in a recent interview-based survey (N ϭ 1,600), about eight of 10 participants considered work stress a possible cause of depression-the study sample was representative of the general adult population of France in terms of place of residence, gender, age, and family status (Angermeyer, Millier, Rémuzat, Refaï, & Toumi, 2013) . Such findings are auspicious as far as social representations of depression are concerned.
General Conclusion
Although combatting unresolvable job stress is a central objective for occupational health specialists, relying on the burnout construct to attain this objective may be ill-advised. Indeed, there is a significant discrepancy between the popularity of the burnout construct and the validity of burnout research. As shown in the present article, (a) what constitutes a case of burnout remains unclear, (b) the basic conceptualization and operationalization of burnout are ill-aligned, (c) burnout is unlikely to be the specifically job-induced syndrome that it has been posited to be, and (d) the discriminant validity of the burnout construct has not been established. Little progress has been made in the resolution of these fundamental problems despite decades of sustained research on burnout. The lack of validity of burnout undercuts research results 3 The Depersonalization subscale's items were as closely related to that factor as they were to a separate Depersonalization factor. The items of the (Reduced) Personal Accomplishment subscale loaded more substantially on a (Reduced) Personal Accomplishment factor than on the first factor. This latter result is not surprising in view of the problematic operationalization of (reduced) personal accomplishment in the MBI (Schaufeli & Salanova, 2007) . 4 The DSM-5 replaced the term subtype with the term features. We used the term subtype interchangeably with the term features for ease of exposition. This document is copyrighted by the American Psychological Association or one of its allied publishers.
bearing on the construct. Ultimately, the shaky foundation of the research on burnout undermines the ability of public health policymakers to produce authoritative recommendations. To more accurately and comprehensively deal with the issue of unresolvable stress at work, occupational health specialists may need to shift their focus from burnout to job-related depression. From this perspective, an important goal for future research would be to establish the prevalence of job-related depression across occupations and geographic areas Laurent & Bianchi, in press ); although depression among workers has been investigated (Mata et al., 2015) , the specific issue of jobrelated depression has been neglected. To follow up job-related depression in time, it is crucial that assessments be performed at regular intervals (e.g., every year), using identical measurement systems .
Turning to job-related depression offers occupational health specialists a credible way out of the "burnout impasse." Because the duration of untreated depression bears heavily on the prognosis of the illness (Hung, Liu, & Yang, 2017) , it may be wise to operate such a turnaround rapidly. Should occupational health specialists continue to rely on the burnout construct, we invite them to give priority to the resolution of the major problems affecting their entity of interest. In view of the state of burnout research, the status quo does not appear as a viable option.
